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BS. Lé Dwong Hoang Huy
BM Hda sinh- Sinh Hoc Phan T&* Y Hoc

Muc tiéu bai giang

Ti€p can dwoc 1 bénh nhan mac HCCH
M6 ta duoc co ché bénh sinh cia HCCH

Phéan tich dugc méi lién hé gitra cac chi s6 hoa sinh va
biéu hién 1dm sang, can |am sang cta hdi chirng chuyén
hda.

Phan tich duoc vai tro cla cac chi sé hoa sinh trong viéc
chan dodn va theo ddi bénh nhan cé HCCH
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Cause of death
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Ischaemic he..

Stroke

Lower respira..

Chronic obstr..

Diarrhoeal di..

Tuberculosis

HIV/AIDS

Preterm birth..

Trachea, bro..

Birth asphyxi..

Top 10 causes of death globally 2000

Ischaemic he..

Stroke

Lower respira...

Chronic obstr...

Trachea, bro...

Diabetes mell...

Cause of death

Alzheimer dis...

Diarrhoeal di...

Tuberculosis

Road injury
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Deaths in millions Deaths in millions

Tong quan

te 50" el
Leading Causes of Death

By AMERICAN HEART ASSOCIATION NEWS

Heart disease continues to kill more Americans than any other cause, followed by
stroke at No. 5, according to 2015 federal data.

Share
Total Deaths — of Total
Heart disease 633,842 23.4%
Cancer 595,930 22%

Chronic lower
respiratory diseases

—
Accidents - 146,571
]

Stroke

155,041 57%

140,323

Alzheimer’s disease - 110,561
piabetes [l 79535

Flu, pneumonia - 57,062

Kidney disease [ 49959
svicide [ 44193

Source: Cenfers for Disease Confro/ and Prevention Published Dec. 8 2016
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Leading causes of death in perspective

Toéng quan

Risks leading to death in perspective
NHS Atlas of Risk

— war
@— pregnancy & birth
@— medical complications
©— murder

undetermined events

heart & circulatory
disorders @ renizl heaitn disorders

.— transport accidents

suicide

cancer
musculoskeletal
disorders

diabstes

respiratary

disords

lisorders non-transport accidents
infections

Kidney disordars

digestive disorders

nervous system
disorders

smoking o war
@— medical complications
pragnancy & bith

@ e

ilicit drug use

high blood pressure
transport accidents

high cholesterol
infections

non-transport accidents
aloohal
physical inactivity

low fruit and vegetabl

besity

Toéng quan

* Hoi chirng chuyén hda dugc biét dén vdi nhiéu tén
khac nhu hdi chirng X, dé khang insulin.

* Trongy van, HCCH khéng duwgc xem la 1 tinh trang
bénh ly don I1é ma duoc xem la sy hop thanh cla cac
yéu td nguy co tim mach va cac rdi loan chuyén héa.
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Hoi chirng chuyén héa
Metabolic syndrome
MetS

Insulin
resistance

METABOLIC SYNDROME - SYNDROME X

Avoid the X Factor
Leads to: Diabetes, Stroke
and Heart Disease.

ABDOMINAL
OBESITY
Waist is: Fasting BS
2 110 mgldi
oron
: = Diabetic Meds
taor 138 :
Men Women &2'
BMI > 25 Kg/ni* =
(Body Mass Index) BW ¢ 20%
if (ideal Body Weight)

Taking Meds

Aforter

Triglycerides

> 150 mgldl
HDL < 40 ma/dlCf
HOL < 35 mg/dEQ
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Toéng quan

 Hoi chirng chuyén héa (metabolic syndrome =
MetS)
» |3 van dé sirc khoe cong dong dang duoc quan
tam.
» L3 thach thirc cia cac nha lam sang trén toan
thé gidi.

Tong quan

Hoi chirng chuyén hoa gay:

« Tang gap 5 lan nguy co BTD type 2

« Tang gép 2 lan nguy co’ tim mach trong
3210 nam toi

« Tang 2-4 1an nguy co dot quy

« Tang 2-3 1an nguy co’ nhéi mau co' tim

« Tang 2 lan nguy co t& vong ttr cac bién cb
trén so v&i ngwdi khong cé HCCH.

A comprehensive review on MetS- Jaspinder Kaur


http://ppttemplate.net/?utm_source=ppt&utm_medium=logo&utm_term=thanksgiving&utm_content=0056&utm_campaign=ppt
http://ppttemplate.net/?utm_source=ppt&utm_medium=logo&utm_term=thanksgiving&utm_content=0056&utm_campaign=ppt

12/7/2019

o) |

Dich té hoc cla hoi CHPREACH

* Tisuat cia HCCH dang tang khap toan thé gidi.

« O Dong Nam A HCCH ciing dang tang lén dang ké-
khong thé hoan toan gidi thich bénh mach vanh
theo nhirtng YTNC cli ma con phai xét dén yéu t6 di
truyén va moi trwong.

Andiige ¥

§
_ f
‘h.“tmlll/
S Antarctica

B Asia — Total 31%: 20.5% n Men- 15.5% in women
[ Afiica— 26.6% Men, 32.2% in Women

B Australia — 48.2% in men. 29.9% in Women

B Antarctica — 20%

B Europe — 30-80% in Adults, 20% in Children

B Scuth America — 34%

[ North America — 35%

Figure 2: Different percentage of metabalic syndrome in continents
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« Hién nay chua cé dit liéu chung vé tan suat mac
HCCH trén toan thé gidi, cé thé wdc doan ti lé hién
mac HCCH chiém khodng % dan s6 thé gidi.

* Trén thé gidi cé khoang 1 ti ngudi cé strc khde dang
chiu anh huang tir HCCH.

DP6i dong veé lich str

* Nam 1920, Kylln mo td HCCH la sw két ho’p
cUa tang huyét ap, tang duo’ng huyét va gout.

* Nam 1947, Vague mo ta rang béo phi trung
tam thwong lién quan dén réi loan chuyén héa
co trong bénh ly tim mach va dai thao dwong
type 2.

Nam 1965, tai hiép hoi Bai thao dwdng Chau
Au hang nam, Avogaro and Crepaldl da duara
1 ban tom tat voi ndi dung cé dé cap HCCH
bao gdbm tan huyét ap, tang dwdng huyét va
béo phi
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Nam 1988,Reaven da mo ta “1 nhém cac yéu
td nguy co cho bénh tieu dwdng va tim mach”
va dat tén cho chung la “héi chirng X
Nam 1989, Kaplan déi tén thanh Héi chirng

"The Deadly Quartet®
Nam 1992, né lai dwoc dbi tén thanh "Hoi

chirng dé khang insulin®
NEm 1998, t6 chir y té thé gioi (WHO) da duwa

ra dwgc dinh nghia cua HCCH.

TasLE 1: Diagnostic criteria proposed for the clinical diagnosis of the MetS.

e . @

Clinical measures

WHO (1998) [5]

EGIR (1999) [6]

ATPIII (2001) [7]

AACE (2003) [8]

IDF (2005) [9]

Insulin resistance

IGT, IFG, T2DM, or
lowered insulin
Sensitivity”
plus any 2 of the
following

Plasma insulin >75th
percentile
plus any 2 of the
following

None, but any 3 of
the following
5 features

IGT or IFG
plus any of
thefollowing based
on the clinical

judgment

None

Body weight

Men: waist-to-hip
ratio >0.90;
women: waist-to-hip
ratio >0.85 andfor
BMI > 30 kg/m®

WC =94 cm in men
or 280 cm in women

WC 2102 cm in men
or 88 cm in women

BMI = 25kg/m?

Increased WC
(population specific)
plus any 2 of the
following

Lipids

TGs 2150 mg/dL
and/or HDL-C
<35 mg/dL in men or
<39 mg/dL in women

TGs 2150 mg/dL
and/or HDL-C
<39 mg/dL in men or
women

TGs =150 mg/dL
HDL-C <40 mg/dL in
men or <50 mg/dL in

women

TGs 2150 mg/dL and

HDL-C <40 mg/dL in

men or <50 mg/dL in
women

TGs =150 mg/dL or
on TGs Rx.
HDL-C <40 mg/dL in
men or <50 mg/dL in
women or on HDL-C
Bx

Blood pressure

=140/90 mm Hg

=140/90 mm Hg or on
hypertension Rx

=130/85 mm Hg

=130/85 mm Hg

=130 mm Hg systolic
or 285 mm Hg
diastolic or on
hypertension Rx

Glucose

1GT, IFG, or T2DM

IGT or IFG (but not
diabetes)

=110 mg/dL (includes
diabetes)

IGT or IFG (but not
diabetes)

2100 mg/dL (includes
diabetes)®

Other

Microalbuminuria:
Urinary excretion rate
of 20 mg/min or
albumin: creatinine
ratio of >30 mg/g.

Other features of
insulin resistance
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HOi chirng chuyén hoadameis

* Hoi chirng chuyén hda la:

Mot tdp hop bao gém cac rdi loan sinh ly-hda sinh,
thuc day tinh trang dé khang insulin di kém vai bat
thwong phan bé va chirc ndang mé m& lam tang nguy
co huyét khoi tim mach, dai thao duong type 2 va
nguy co ti vong chung.

.vf“""‘ \
N e 7 n 4 ‘ "i.’\-»,!,-,
HOi chirng chuyen hoaNae®

* C6 rat nhiéu dinh nghia vé HCCH, tuy nhién hau hét cac dinh
nghia thuwong sit dung tiéu chuan tir

NCEP ATP Il (National Cholesterol Education
Programme Adult Treatment Panel Ill )

EGIR (European Group for the study of Insulin
Resistance)

AACE (American Association of Clinical Endocrinologists )

IDF (International Diabetes Federation)
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* DTD type 2

* Rdi loan dung nap glucose (sau NP dung nap glucose).
* Tang duwong huyét déi.

* Glucose mau binh thuwong nhung tang insulin mau

Tiéu chi B:

* Béo phi trung tdm vdi ti sé eo/hdng >0.85 (nit), >0.9(nam) va
hodac BMI >30 kg/m2
Trigliceride >150mg/dl va hoac HDL< 40mg/d|I
Huyét dp > 140/90mmHg
Dam niéu vi thé, tdc dd thai Albumin qua nudc tiéu >
20mg/phat hodc ti s6 Albumin/Creatinine 230mg/g
- Chan doan HCCH: bat budc cé tiéu chi A va

thém vao tir 2 y tro |én tir tiéu chi B

» HCCH duworc xac dinh khi mot bénh nhan cé = 3 tiéu chuan sau:

1.

Glucose mau luc daoi hodc dang dung thudc ha
dudng huyét.

Huyét p hodc dang dung thudc ha HA.
Triglyceride mau hodc dang dung thuéc ha
triglyceride mau.

HDL-c mau & nam hoac anir, dang
dung thudc gitp tang HDL-c mau

Chu vi eo @ nam hodc & nit ( néu 13 nguoi
M7 g&c Phi thi tiéu chuin nay Ia 290cm & nam hodc > 80 cm
o nit.

C6 thé dung tiéu chuan BMI >30 kg/m?2 dé thay cho tiéu chuan vong eo.

12/7/2019
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Sinh bénh hoc cua HCEH

* Hai co ché quan trong nhat da duoc xac din
nén héi chirng chuyén hda la
va

Sinh bénh hoc cua HECH

 Ngoai ra con cac co ché réi loan phéi hop khac déng

gop vao co ché bénh sinh cda héi chirng chuyén hoa.
— MOoi trwong

* L8is6ng

* Ché d6 an

*» Stress

* Thudc |4
— Di truyén

* Thrifty Genotype

* Thrifty Phenotype

11
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Environmental

» Physical inactivity
 Smoking
« Energy dense food

 Stress

Genetics

« Thrifty genotype
ﬁ « Thrifty phenotype

I
Positive energy balance

Adipose tissue hyperplasia and
hypertrophy

Hypertrophy

Thiéu mau > m6é m&
, hoai tlr - kich thich
s bach cau-> hoat hda cac
phan &ng viém-> Tiét ra

Insulin resistance

O Adipocyte Macrophages, other inflammatory immune cells I C e r_ Ol
gly ’

acid béo ty do, cac yéu
to tién viém (TNFa, IL-6),
plasminogen activator
inhibitor-1 (PAI-1), and
C-reactive protein (CRP)

12/7/2019
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Sinh bénh hoc cua HCCH '

{ Limit of adipose |
: tissue expansion ;

NEUTRAL CHRONIC POSITIVE
[ENERGY BLANCE ENERGY BLANCE ENERGY BLANCE

Adipose tissue
expansion
e

1.Hypertrophy
2.Hyperplasia

Excess lipid safely stored
in adipose tissue

Metabolic homeostasis Lipid “spill over”
maintained Ectopic lipid accumulation
Disrupted adipokine profile

Metabolic disruption

Hypertension
ci
¥ HDL cholesterol

1 Small dense LDL Sympathetic nervous

system

Glucose )@W
Insulin

FFA Insulin

e ¢ -

Trigleride
(intramuscular droplet)
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B N } HDL cholesterol r 4 ) W
1 Small dense LDL Interleukin 6 ,
FFA \Insulin Sympathetic nervous
P

Glucose

TNFa .
C-reactive Interleukin 6
proteln 7

P

Fibrino
o gen % Adiponectin

Prothromblc Trig!eride
state (intramuscular droplet)

ot

@) ).

Sinh bénh hoc cua HCEH

 Két qua cla qua trinh viém tai mé m& kéo dai la réi
loan chirc ndng mé m& va viém toan hé théng. Cac
adipocytokines theo co ché ndi tiét, tw tiét can tiét
s8 tdc dong l1én hang loat qua trinh khdac cta co thé
nhu:
-Tinh nhay cam vdi insulin
- Qua trinh oxi hoéa
- Qua trinh chuyén hda nang lugng
- Sy dong mau
- Cac dap irng viém khac.

14
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energy expenditure
reproduction
neuroendocrine function

insulin resistance
FFA oxidation

+ adiponectin & g
« * leptin T
1 * cytokines T Liver
5 ~> =L
X F_FAT o s insulin resistance
v « visfatin, resistin...? FFA oxidation
(N

O gluconeogenesis
Expansion of adipose tissue NASH ?

through hyperplasia and
& |mmune system
inflammation
proliferation

hypertrophy of adipocytes
cytokine production

Vascular system
atherosclerosis
angiogenesis

vascular adhesion molecules
local inflammation

T

Adipose tissue hyperplasia and

hypertrophy
Altered FFA metabolism Altered release of adipokines
| |
T Leptin T Factor VII
TATH T Factor V
1 Aldosterane T PAL-I
e 4
Insulin resistance . Oxidative stress
1 Portal FEA hyperinsulinemia Activate RAAS and SNS endothelial dysfunction

T Lipoprotein synthesis

Impairs §-cell function

T Gluconeogenesis of pancreas
1 1
e . Hyperglycemia
Dl overt T2DM

l

T Sodium reabsorption
VasoConstriction

Proinflammatary state
prothrombeotic state

L

1

Hypertension

Hypercoagulable state

]

|

Metabolic syndrome

15
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Visceral adiposity Enlarged dysfunctional

Normal adipose tissue
adipose . e
tissue Weight gain macrophage infiltration

4 FFA 4 TNF-q, IL-6

;Adipone? ‘1 PAI-1, ANG

[ Ectopic lipid deposition Low-grade Inflammation]

M1
Liver Muscle Blood-vessel Adipose tissuel
Y
Insulin Resistance
Dyslipidemia
Hypertension

Cac hé qua sinh Iybenh
thay d6i cac chi s6 hoa sinh:

1. Béo Bung

Chu yéu I3 tinh trang béo bung trung tdm do tang giai
phong dong FFA tlr mé md& vé gan theo con dudng
tinh mach clra = Iang dong m& trong gan va vung

bung, eo, hong.

M®& tich tu nhiéu
vung bung tao nén
co thé c6 dang qua
tdo
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APPLE SHAPED

OBESITY

Excess amount of fat is
accumulated
above waist line
i.e. in belly region

Associated with
excess visceral

-~ and subcutaneous
(somatic) fat

Abdominal girth
is bigger than hip
circumference

Most commonly associated
with metabolic syndrome

PEAR SHAPED

OBESITY

Excess amount of fat is

accumulated

below waist line
i.e. around hips and thighs

Waist is relatively thinner
as compared to apple 7
shaped obesity but has .2
large hips
- J i

| More commonly
associated with
subcutaneous fat

Associate less commonly
with metabolic syndrome

12/7/2019

and related health problems ) { related health issues

“ www.healthonics.healthcare 3 @Healthonics

o

Ve n ? . s n “"‘,’
Cac hé qua sinh |y bénhivar=—
thay d6i cac chi s6 héa sinh.

* 2. Rdiloan Lipid mau
— Tang Triglycirid mau
— Tang LDL-c va giam HDL-c
3. Réi loan tang duwdng huyét va BTD type 2.

4. Tang huyét ap.

5. Tang viém mach
6. Tang huyét khaéi

17
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IDIOPATHIC INTRACRANIAL
PULMONARY DISEASE HYPERTENSION
abnormal function
bbshudiv' sleep opneo STROKE

syndrome . 5
Shas Hau qua cua HCCH
FATIY LNVER DISEASE A 1 A A
il WV e la tac dong Ién
e I nhiéu hé thong, co
guan khac nhau
cla co thé nhu: tim
B e mach, phéi, gan,
than, xwong, da, hé

cances sinh duc...

brecit, utena, ceevix,
<olon, esophagus, poncrees,
kidney, prostate,

OSTEQARTHRITIS \
/ PHLEBITIS
Venous sass

SKIN

Gour — .

GYNECOLOGIC A
ABNORMALUTIES
obnormol

polycystc ovorion syndrome

tTNF, IL-6
tHSD1181

Adrenal glands ! Insulin resistance t Cortisol
o I
i [{Glucose disposal| [T -6, leptin

t MIF, MCP-1

+ Adiponectin
tHSD1181
Insulin resistance

1 -
Pancreas \ [ impaired O o A Insulin untl

' P of = B-cell failure

) hepatic glucose o o 4 p-cell mass

t CRP. PAI-1 +TNF, IL-6
| s

Macrophages + IKKa, IKKS

Obese
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Diéu tri
» Diéu chinh tinh trang thira can béo phi va
I6i song it van dong.
* Thay déi 16i séng

» Giam cén

Dicu tri

« Diéu chinh cac yéu t6 nguy co khac

- Diéu trj tAng huyét ap
« Diéu tri réi loan lipid mau

« Diéu trj réi loan dung nap glucose- BTD

19
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S r
A: Assessment Danh gia Tinh diém theo thang diém Framingham dé phan loai nguy co
cao, trung binh hay thap.
Chan dodn HCCH dva vao nhitng tiéu chuin chan dodn.
A: Aspirin Dung NC cao: dung aspirin chac chan mang lai hiéu qua cao
thudc NC trung binh: cé thé mang lai hiéu qua
aspirin .
g NC trung binh thap: dya vao danh gia Iam sang,gid¢i va nguy co
chay mau.
NC thap: nguy co xuat huyét cao hon Igi ich
B: Blood Kiém soat  Bat dau diéu tri khi HA 2140/>90mmHG
pressure huyétap  N&u benh nhan cé BTD, bt dau khi HA >130/280mmHG.
control 4 I s B AL 2 G S
U'c ché men chuyén va chen thu thé la cac thudc dau tay.
Beta blocker va thiazide tuy cé tac dung phu lén gidm dung nap
glucose nhung lai mang lai hiéu qua cao trong kiém sodt huyét 4p
va lam gidm cac NC tim mach.
C: Cholesterol  Diéu chinh Muc tiéu dau la LDL, thi hai 13 nonlLDL, thit ba 13 HDL, cudi cung
cholesterol Ia CRP

D: Diabetes

E: Exercise

Ngan chan

prevention/diet DTD/ an

kiéng

Tap luyén
thé duc

St dung statin dé dat muc tiéu LDL-C<100mg/dl & nhém NC cao,
LDL-C<130mg/dl & nhdm NC trung binh, LDL-C<100mg/dl & nhém
NC thap.

Chua kiém soat dwoc mé& mau khi lidu statin cuwc dai thi két hop
thém fibrate hoac niacin. Uu tién fibrate cho nhirng ca c6 ting
TGs va giam HDL-C.

St dung statin cho nhitng trudng hop high sensitivity (hsCRP) >
3mg/dl

Thay d8i 16i séng |a 1 trong nhitng bién phdp quan trong nhat.
Giam tu 5-10% trong lwgng co thé trong 6 thang dau.

Lwgng Na nhap vao <65-100 mmol/ngay.

Thiét ké bita an dinh duwdng: nhiéu rau va trai cay, it cc san pham
giau chat béo b3o hoa, st dung cac thuc pham cé chi s6 dudng
huyét (Gl) thap. Thanh pham dam chiém khodng 10-35% trén
téng sé calories thu vao.

Hoat déng thé luc it nhat 30 phut/ ngay & hau hét cac ngay trong
tuan.

Khuyé&n cdo nén di b 10.000 budc chan mai ngay.
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Tiéu chuan nao sau day khéng phai la tiéu chuan dé
chan doan HCCH theo Tiéu chuan cua Vién huyét
hoc- Tim mach- Phdi quéc gia (NHLBI) va hiép hdi
tim mach Hoa Ki (AHA)?

. Trigliceride 2 150mg/dL

. Huyét ap = 130/85 mmHg

. Pang dung Metformin dé diéu tri DTD.
. LDL-c > 160 mg/dL

* Trong co’ ché& bénh sinh cia HCCH, sw thay d6i néng
dd cac chat nao sau day la phi hop. TRU”

. TAng ndng dd Leptin

. Gidm néng do FFA

. Tang cac yéu to tién viém (TNFa, IL-6)
. Giam Adiponectin

21



Clinical Case

3. Bénh nhén nir 61 tudi, theo ddi strc khoé tai phong kham tu nhan, Tién can: hoi chimg
Cushing do dung kéo dai thude khong rd loai nghi cé chira corticoid. Céac van dé hién tai
cua nguoi bénh:

- Can nang 56 kg, cao 155 cm

- Ché d0 an it dudmg bot va chit béo (03 thang nay).

- Khong vén dong va thuong thirc khuya (cong viéc ndi trg va cham chau tai nha).

- Huyét ap (thinh thoang theo ddi): tim thu tir 130-150 mmHg, tim trwong tir 85-95
mmHg. Huyét 4p tai phong kham 13 145/88 mmHg, chura diéu tri gi.

- Pau lan toa ving nguc khong dién hinh.

- Cac can lam sang trong mot thang nay: nghiém phap ging strc duong tinh, phén suit
tong mau trén sidu Am tim con tot, ECG chura phat hién bét thuong.

Clinical Case

Xét nghi¢m Két qua Xét nghiém Két qua
Cholesterol toan phén 248 mg/dL Glucose (do61) 156 mg/dL
HDL-c 38 mg/dL %HbAlc 7,8%
LDL-c 150 mg/dL eGFR 58 mL/phat/1,73
Triglycerid 300 mg/dL UACR 209 mg/g

Cac xét nghiém chirc ning gan trong gidi han binh thuong. Hoi:
a. Chan doén cta bénh nhén 14 gi?
b. Giéi thich co ché hoa sinh bénh ly cia céc tinh trang bénh

¢. Céc chi sb hoa sinh nao cAn chi dinh thém?

d. Trong céc két qua xét nghiém hod sinh da ¢6, can can thiép didu chinh thé nao?

12/7/2019
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A 46-year-old man is being evaluated by his physician in the course of a routine
physical examination for his new job. He denies any complaints at present, nor
any recent history of illness or injury. His last physical examination was over 10
years ago for a job-related injury to his knee. He has no allergies, takes no
prescription medications, but takes acetaminophen occasionally for his “aches
and pains.” Family history is signifcant for his mother and brother having heart
disease, hypertension, and obesity. His mother has had 2 myocardial infarctions,
and his older brother takes oral medication for type 2 diabetes. He carries a
signifcant amount of central fat, his waist is 44 in, and his calculated BMI is 36
kg/m2. The working diagnoses of obesity and hypertension are attributed to the
patient’s history and is suggestive of the metabolic syndrome. Testing for which
of the following would be most benefcial to ensure proper diagnosis and
treatment in this patient?

A. creatine phosphokinase levels in the serum
B. creatinine clearance rate

C. fasting serum cholesterol level

D. liver enzyme levels in the serum

E. serum insulin levels

12/7/2019
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* You are carrying out a routine examination of a 54-year-old
white male patient with a past medical history of
hypertension. He has no complaints other than some
dyspnea on exertion, which has been long-standing. Current
medications include a thiazide diuretic and aspirin. He does
not get much physical activity during the day. Physical
examination indicates he is 5 ft 11 in tall, weighs 210 Ib, has
a waist circumference of 40.5 in, and a calculated BMI of 29
kg/m2. His blood pressure is 135/80 mm Hg sitting and
130/80 mm Hg standing. The rest of his physical examination
is unremarkable. Blood work indicates total cholesterol of
230 mg/dL, HDL 38 mg/dL, LDL 152 mg/dL, triglycerides 200
mg/dL, and fasting plasma glucose 120 mg/dL. Based on
these observations and test results this patient is the
greatest risk for which of the following?

MCQ 2:

A. esophageal reflux disease
B. gallstones

C. insulin resistance

D. liver failure

E. renal failure
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* A 35-year-old woman comes in for a routine visit.
Her past medical history is significant for poorly controlled
type 2 diabetes mellitus (HbA1C of 8.4%), obstructive
sleep apnea, hypertension, and dyslipidemia.
Her body mass index is 42 kg/m?2. Blood pressure in clinic
is 154/87 mmHg and fasting plasma glucose is 130 mg/
dL. Her medications include metformin, insulin, ramipril,
hydrochlorothiazide, and atorvastatin. You have diagnosed
her with the metabolic syndrome. Based on our
current understanding of the metabolic syndrome, treating
which of the following underlying conditions is the
primary approach to treating this disorder?

MCQ 3:

A. Hyperglycemia

B. Hypercholesterolemia
C. Hypertension

D. Inflammatory cytokines
E. Obesity

12/7/2019
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Case Report

* A 53 year-old female, presented with heaviness in
chest since one-week of duration. Chest pain was
gripping in nature, localized to retrosternal region,
was not associated with sweating, palpitation,
anxiety. There was no increase in pain following
physical activity. The pain was non radiating, no h/o
of any injury or trauma. She was having on and off
history of generalized weakness, fatigability,
increased frequency of urination. She was never
diagnosed as hypertensive or diabetic in the past.
She attained menopause at the age of 52 years.

* Family history: mother is a known diabetesn
and hypertension, she is on OHA since 5 years, and
for hypertension is taking Telmisartan 40 mg once a
day. She used to smoke but quitted since 10 years.
Her lifestyle is very sedentary.

Examination: No signs of pallor, icterus, cyanosis,
lymphadenopathy.

* Physical examination: obese woman Height 165 cm,
weight 82 kg, BMI of 32 kg/m? , waist circumference:
36, hip Circumference: 38 inches, waist hip ratio:
0.94.
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* Physical examination: obese woman
— Height 165 cm, weight 82 kg, BMI of 32 kg/m?,
waist circumference: 36, hip Circumference: 38
inches, waist hip ratio: 0.94.

— Pulse rate: 98/min; regular, normal volume, no
radio radial, no radio femoral delay. Blood
pressure: 160/110 mmHg in right and left upper
limb. She was having black velvety
hyperpigmentation of the skin especially on the
neck possibly acanthosis nigricans, apart from this
patch, rest of the systemic examination is normal.

Can lam gi
tiép theo?
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* INVESTIGATIONS

- Fasting blood sugar: 150 mg/dL, Plbs: 280

- Lipid profile: Triglyceride:241, TC: 320, LDLC:
235, HDL-C:38

- Liver function test showed mildly raised AST
and ALT,

- Renal function test normal, HbA1C was 8.46%.

n"""; -
- Thyroid function tests normal.
- Serum cortisol: normal

- Serum oestradiol: normal

- DHEAS, testosterone, progesterone: normal.

- FSH 57.1 mU/L, LH 27.9 mU/L(menopausal
range)

- Urine picture: protein present, glucose positive,
no leukocyte, macroalbuminuria,

- Electrocardiogram: mild LVH with stain pattern,
echocardiography : normal

- Chest radiograph normal

- Pap smear results normal.
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* Non-pharmacological Measures:
. Diet
. Reduction of weight
. Exercise
. Salt intake should be reduced
. Behavioral modification
Medication: She was initiated on

- Metformin 500 mg morning and evening one tablet a
day,

- Atorvastatin 10 mg at night,
- Telmisartan 40 mg once a day.
- She was referred to a dietician for dietary advice.
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